Abstract
Introduction
Sarcoidosis primarily affects individuals between 30 and 50 years of age. Sarcoidosis has a high predilection for the lymph nodes (99%), lungs (90%), myocardium (74%), liver (60%), and to a lesser extent the skin (25%) and eyes (25%) [1] [2] [3] [4] [5] . With the exception of the liver, gastrointestinal tract involvement is uncommon. The diagnosis is based on the consistent clinical and radiological findings, supported by histological picture. In approximately one-half of cases, the disease is detected incidentally by radiographic abnormalities noted on a routine chest x-ray prior to the development of symptoms. Approximately 20 to 35% of patients with sarcoidosis have cutaneous involvement. Although cutaneous may present at any time during the course of the disease, they often present early after disease onset. Cutaneous sarcoidosis is known as one of the "great imitators" in dermatology as lesions may assume a vast array of morphologies, masquerading as a wide range of disorders from benign appendageal growths to malignant Kaposisarcoma [6] [7] [8] [9] [10] . Therefore, delayed or missed diagnosis often occurs because it may resemble leprosy, tuberculosis, lymphoma cutis [pseudolymphoma] and other granulomatous diseases. We present here a case of systemic sarcoidosis which presented as a diagnostic problem. Blood count and peripheral blood film revealed normocytic normochromic anemia. Biochemical tests showed the Hb level was 8.0gm/dl with ESR 68mm in 1 st hour. Serum creatinine, glucose, uric acid, albumin and electrolytes were within normal limit. Liver enzymes, viral markers and thyroid function test showed no abnormality. Tuberculin test and sputum smear examination by ZN staining for AFB was negative. Serum calcium is 9 mg/dl, but angiotensin converting enzyme level was 613 U/l which is very high. CRP, RA test, ANA was negative.
Case Report
A chest Xray showed bilateral pulmonary inflammatory lesion. However, a computed tomography (CT) scan of the chest demonstrated predominant peribronchial and perivascular markings involving all segments of both lung with hilar & pericarinal lymphadenopathy(figure 1).
Discussion
Sarcoidosis however a common disease but often is diagnosed lately. In a country like Bangladesh where tuberculosis is very common,here difficulty arises. This case initially presented as cutaneous sarcoidosis & later with hepatic involvement. The exact etiology causing sarcoidosis is not clear. Distinction from tuberculosis can be difficult and the two diseases may co-exist on occasion [11] [12] .
Cutaneous sarcoidosis may occur at any stage of the disease but most often it is present at the onset of disease 6 . Recognition of cutaneous lesions is important because they provide a visible clue to the Biopsy from skin nodule was also taken that revealed granuloma suggestive of sarcoidosis. Pulmonary function test was done which showed: 1.85 L(2.5 L); FEV1:1.64L(2.1L); FEV1%:88.85%. It clearly indicates restrictive lung disease. Lastly, a diagnosis of sarcoidosis was made and oral steroid was given as treatment. diagnosis and are an easily accessible source of tissue for histologic examination. However cutaneous lesions may masquerade as a wide range of disorders (leprosy, tuberculosis, lymphoma cutis, lupus vulgaris, leishmania etc) leading to missed and delayed diagnosis as was noted in the present case [7] [8] . Patients with cutaneous sarcoidosis are usually asymptomatic. Skin lesions are polymorphous and are classified into three basic groups, erythema nodosum, scar sarcoidosis and skin sarcoid 8 .
Macules, papules, and plaques may arise as single isolated lesions or in crops. Lesions commonly involve the nape of the neck and upper back, extremities, trunk and may appear in scars and tattoos. Lupus pernio, the term for sarcoidosis related indurated, lumpy, violaceous lesions on the nose, cheeks, lips, and ears, can be disfiguring, eroding into underlying cartilage and bone. Lupus pernio is more common in women than in men and is associated with chronic disease and extra pulmonary involvement 6 . Erythema nodosum occurs in about 10% of patients with sarcoidosis and usually lasts for about 3 weeks. Biopsy specimens of erythema nodosum lesions show nonspecific septal panniculitis, which neither confirms nor negates the diagnosis of sarcoidosis.
Clinical studies indicate involvement of the liver and spleen in approximately 20-30% of patients affected with sarcoidosis and their detection should be based on a standardized diagnostic procedure 13 . A cholestatic syndrome characterized by pruritus and jaundice, hepatic failure, or portal hypertension can develop; yet liver involvement is usually clinically silent. Detection of hepatic and splenic lesions on computed tomography is described in 5% and 15% of patients, respectively. Nearly 60% of patients with hepatic manifestations of sarcoidosis have constitutional symptoms such as fever, night sweats, anorexia, and weight loss. Portal hypertension with variceal bleeding, a hepatopulmonary syndrome with refractory hypoxemia, and cirrhosis leading to liver failure occur in only 1% of patients with sarcoidosis. 14 Most patients with pulmonary sarcoidosis do not require treatment. Asymptomatic CXR infiltrates are usually monitored. Immunosuppressive treatment are therefore prescribed for Increasing symptoms, deteriorating PFTs, and worsening CXR infiltrates, cardiac sarcoidosis, neurosarcoidosis, sightthreatening ocular sarcoidosis, hypercalcaemia, lupus pernio, splenic, hepatic, or renal sarcoidosis. Treatment initially started with steroids, high dose of oral prednisolone 40 mg/day is given for 4 week & then tapered maintenance dose is 5-20mg/day.
